The purpose of this chapter is to highlight the communication and language strategies involved in key positive care interactions identified by Kitwood (1997a) as central to affirming personhood of individuals with dementia. We focus upon the enactment of these strategies in the challenging environment of long-term care. In these facilities, residents typically are in the moderate or severe stages of dementia; staff are necessarily task-oriented; and very little knowledge is available about the residents prior to disease onset. Communication features of the positive care interactions are illustrated through transcript selections from recorded conversations in a long-term care facility with one individual in the moderate stage of dementia. As person-centered conversations lead to reciprocity, contributions on the part of the person with dementia are also shown. The real value of the examples of positive care interactions is that they reinforce the position that individuals with dementia, even those who are in the more advanced stages, retain communicative competence and are active contributors to interpersonal relationships. Moreover, the examples serve to debunk the myth that individuals with dementia in long-term care facilities are nonfunctioning, passive communicators.
Personhood and dementia
Personhood need not depend on the capabilities of the person with dementia or on our ability to overlook the person's impairments. According to Kitwood, personhood "is a standing or status that is bestowed upon one human being, by others, in the context of relationship and social being. It implies recognition, respect, and trust" (Kitwood 1997a: 8 In the biomedical tradition, a well-established, but false, truism is that dementia results in the "loss of self." This reductionist viewpoint proposes that pieces of the self are lost when properties that constitute the person are lost, such as cognitive abilities or functional autonomy. Obstacles imposed by the broader social and physical environments also are important determinants of perceived disability and lessened quality of life for people living with impairment (Luborsky 1994). For example, clinical practitioners and researchers tend to rely on a proxy voice to describe these losses presumably because the "subject"/"victim" is no longer able to represent the "former self" (Sabat 2001) . The dominating medical model of care for dementia can create and exacerbate excess disability through a discourse exclusively based on a deficit perspective emphasizing loss, victimization and spiraling declines.
Dementia is not always simply associated with decline and loss of function. There are also positive long-term changes. As the disease progresses, the potential for growth and contribution becomes more dependent on facilitation by others. Growth occurs in areas of coping skills, compensatory actions, creativity, spirituality, and in previously hidden areas of personality (see Kitwood 1997a; Ryan, Spykerman, & Anas, this volume). Freedom of expression and a release from previous constraints and concerns may present new sources of pleasure and satisfaction for the person with dementia. In our concerns for the tragedy of dementia and the suffering endured, we lose sight of the opportunities and the real, not just imagined, potential for the human spirit to emerge in the midst of undeniably difficult circumstances (Kitwood 1997a, b; Post, 2000) . Kitwood (1997a, b) provided a holistic view of the person who lives with impairment, a "survivor" who struggles to maintain his or her personal identity, his or her personhood as he or she is confronted with diminishing abilities. He called on caregivers of persons with dementia to return to the roots of care: to care for the person, not a disease. Kitwood and Bredin (1992) called for a change of culture in dementia care, away from the old perspectives permeated with its malignant social psychology, to a new culture where person-centered care is developed, embraced and practiced. At the core of person-centered care lies the principle that an individual's life experiences, unique personality, remaining strengths, and network of relationships must be recognized and valued (see also Harris 2002; Ronch & Goldfield 2003) . The concept of personhood places a major responsibility on formal care providers as facilitators for
